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§8=D | HAZARDS/SUPERVISION/DEVICES Maintenance Supervisor replaged wheels

f .
The facility must ensure that the resident on affected bed on 12/21/13

environment remains as free of accident hazards Overseen by the Matntonance Supervisor
as is possible; and each resident reczives all Center beds were inspected far praper
adequate supervision and assistance devices to wheo! lucking 01/28/14.

prevent accidents.

OCvergeen by the Maintenance supervisor,
Cenler empluyees were in-serviced on
02/06/14, then dally for Lwo weeks during
pre-shift in-service to assure all emplayees
This REQUIREMENT is not met as evidenced are ctlur..ated, :11_1:[ during new employoee
by: orientativn (to include any contract
Bésad on medical record review, observation, employees) to assure all stall are educated

! ) o ! regarding proper locking of bed wheels hy
and inferview, the facility failed to ensure the bed enpaping the locking mechanlsm on the

brakes were functional for one (#29) of three wheels with (heir fovt or hands on bed
residents reviewed for accidents of thirty-two whizels and ussuring hed wheel lock s
residants reviewed. engaged by testing whether Uve bed will

move once locked. 'This is ta be done

The findings included: ' whenever the bed wheels are touching Lhe
floor and the hed is nol in Lranspuort. In-
Resident #29 was admitted fo the facility on serving also inctuded the reporting of any
February 12, 2013, with diagnoses including wheels that do natlock tro Maintenance
Traumatic Brain Injury, Heart Failure, Chronic immedtately for roparr.
ObStmc'.we Pulmonary Disease, and Coronary Beginning 02/10/14, the Malntenance.
Artery Disease. Supervisor and Maintenance Assistunt will
. . . perform weekly preventative maintenanae
Medical racord review of the guarterly Minimum QA monitors m{ li:cds to include monitoring
Data Set (MDS) dated November 28, 2013, that hed wheels are locked when touching
revealed the resident fransferred and ambulated the flyor for + weeks and then monchly tor
with supervision, and had experienced two falls | four months. QA Menitoy resuits will be
without injury since the prior assessment. reparted w Uie QA Committee consisting of
. Lhe Administrator, Director of N ursing,
Medical record review of the Fall Risk Evaluation Medical Directar, Health Information and
dated May 21, 2013, revealed the resident was at As‘slslan% Director of Nursing. (A Monizor
high risk for falls will continue as directed by the Quality

fAssurance ComamiiLoo.

i ¥ i : 1/14/14
Medical record review of a Pest Falls Nureing Completion Date: 3f1af
Assessme}pt revealed the resident experienced a B
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fall on December 20, 2013, at 10:30 p.m., while
ambulating without assistance. Continued review
of the Post Falls Nursing Assessment revealed
the intervention put into place was to have
maintenance repair the bed brakes.

Observation on January 289, 2014, at 7:50 a.m.,
revealed the resident fying on the bed feeding self
the breakfast meal.

Interview on January 28, 2014, at 5:20 p.m., with
the Administrator, in the conference room,
revealed the Administrator had spoken with the
hurse who was present at the time of the
resldent’s fall on December 20, 2013, and
confirmed the bad had roflad due to the bad
brakes did not work, and maintenance had
repaired the bed brakes after the resident's fall.
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